D epression is the leading mental health problem facing people of the United States and the world. In the United States alone 17.6 million people will have an episode of depression each year (Agency for Health Care Policy and Research [AHCPR], 1999a) . It is estimated one of five individuals will be affected by a mood disorder in their lifetime (AHCPR, 1999b) . The World Health Organization reported depression as the fourth leading cause of disease burden (composite of illness and death) in the world (AHCPR, 1999b , Davidson, 1999 In addition, depression is estimated to be the second leading cause of disease burden by the year 2020 (Davidson, 1999) . Infections always have been listed among the top four causes. This is the first time a mental illness has moved to the forefront.
Depression is expressed in many ways, from individuals identifying vague symptoms to outward vegetative signs of depression. Nurses probably encounter it in their practices on a daily basis and may not be aware they are observing depression. thalamus affects appetite, and in the pituitary gland affects gastric distress, menstrual irregularities, and causes sleep disturbances. At the neuron level, depression occurs because of the rapid reuptake of serotonin, which readies it for transmissionof thoughts.This possibly explainsthe negative cognition of depressed individuals.The newer class of antidepressants, Selective Serotonin Reuptake Inhibitors (SSRIs), targets specific areas of the brain to inhibit this rapid reuptake of serotonin (Long, 1999; Stuart, 1998) .
Stress is not the cause of depression but it can be a trigger. Post (1992) proposed the "kindling" effect in which neurotransmissions are altered by stress, resulting in the first episode of depression. According to Hagerty (1996) , this alters the neurological pathways in the brain by creating an electrophysiologic sensitivity to stress, which then makes the individual more sensitive to future stress. Thus, less stress is required to cause another depressive or manic episode.
In essence, kindling creates new 'hardwiring' of the brain or long lasting alterations of neuronal functioning. It appears as though this alteration influences many cellular processes, including DNA, RNA, and ultimately, selective gene expression (Hagerty, 1996) .
PrevalencelMorbldlty
The lifetime risk for major depressive disorder (MOO) is 10% to 25% for women and 5% to 12% for NOVEMBER 1999,VOL.47, NO. 11 men. Yet men and women are affected equally by MOD prior to puberty. However, after puberty, two to three times as many women as men have a major depressive episode during their lifetimes (Franks, 1990; Kendler, 1993; Klerman, 1989; Nolen-Hoeksema, 1987; Weissman, 1985) . At any point in time, 5% to 9% of women and 2% to 3% of men are affected by depression . Interestingly, prevalence is unrelated to ethnicity, education, or income.
The average age of onset for depression (or MOD) is 25, but MOD can begin at any age. Stress can trigger the first and second episodes. The average episode may last approximately 9 months. Hagerty (1999) and Williams (1995) have shown a strong connection of depressive symptoms and stress. Approximately 20% of the cases of depression have a chronic course Nemeroff, 1998) .
After the first episode of depression, there is a 50% to 60% chance of having a second episode. After the second episode, a 70% chance exists for a third episode. After the third, there is a 90% chance the individual will have a fourth episode (Belsher, 1988) . However, hope exists because recovery statistics show 76% of individuals with depression treated with antidepressants alone recover. In addition, 85% or more individuals treated with both antidepressants and psychotherapy recover from their depressive episodes (Long, 1999) .
Mortality
One of the most tragic outcomes to depression can be suicide. For example, the second leading cause of death for young adults in the United States is suicide, second only to motor vehicle accidents (Nesse, 1994) . Suicide is estimated as the cause of death in 75,000 Americans per year (Lapierre, 1991) . According to Long (1999) , 15% of individuals with severe MOD commit suicide. After age 55 there is a four fold increase in the death rate from depression.
Risk Factors
The highest rates for developing depression are in the 25 to 44 age group. Yet 10% to 25% of individuals with MOD have preexisting low level depression (i.e., dysthymic disorder). As mentioned previously, the risk of depression is consistently two to three times higher among women than men of all adult ages (Kendler, 1993; Klerman, 1989; Weissman, 1985) .
Ten times greater risk exists that an individual will develop affective psychosis if the individual has a parent or sibling with the disorder (Rosenthal, 1971) . Gershon (1976) found if one member of monozygotic twins has an 527 affective disorder, the likelihood of the other twin having an affective disorder is 69%. Family risk remains for children adopted at birth (Torgersen, 1986) .
Marital history has a significant impact on MDD. Individuals who are married and never divorced have the lowest rate of MDD, while individuals who are divorced have the highest rate. Individuals who have separated or divorced recently have a risk of two to three times higher for developing MDD than married individuals (Tsuang, 1995) .
Need for Early DetectIon and Treatment
A tremendous need exists for early detection and treatment for depression (Depression Guideline Panel, 1993a , 1993b Panzarino, 1998) . As people develop depression and remain untreated, they risk having more episodes in the future with increased duration and intensity, and shortened intervals between episodes (Greden, 1993; Hagerty, 1997) . If individuals start and stop medications, they risk reaching a point where "treatment responsivity to conventional antidepressants may diminish or even disappear, and the destructive consequences of the disorder progressively worsen" (Greden, 1993) . The effect on the brain is evident, and the sequelae that follow the depressive episodes are profound on the individual's view of self and happiness for the future.
TYPES OF DEPRESSION
The following depressive disorders are not exhaustive but represent the more common conditions occupational health nurses may experience in practice. Depression represents the most common psychiatric disorder among the mental illnesses.
Major DepressIve DIsorder
To receive a diagnosis of MDD, the individual must have five or more symptoms during the same 2 week period, representing a change from previous functioning. The individual must exhibit symptoms of either depressed mood, or loss of interest or pleasure, as well as four additional symptoms listed in Table 1 . These criteria for a diagnosis of MDD are observed in the individuals, verified by the depressed individuals, and often described by their families as well (American Psychiatric Association, 1994; Costello, 1993) .
Melancholic Features
For depressed individuals to receive a diagnosis of major depression with melancholic features, they first must meet criteria for MDD. They also must either lack pleasure in all or most all activities, or lack reactivity to usual pleasures, or not feel better even when something 528 positive happens (American Psychiatric Association, 1994) . Three or more of the following also must occur: • Distinct quality of depressed mood (e.g., distinctly different from the depression after the death of a loved one). • Depression is worse in the morning. • Early morning awakening. • Marked psychomotor retardation or agitation. • Significant anorexia or weight loss. • Excessive or inappropriate guilt.
DysthymIa
Dysthymia is a mild, chronic condition of depression. Individuals with dysthymia exhibit a depressed mood for most of the day, more days than not, for at least 2 years. For children or adolescents, mood can be irritability with duration of at least 1 year. Most individuals with dysthymia continue functioning at work or school. The sentiment often expressed by dysthymic individuals is they "are just going through the motions." Many of these individuals may not realize they are depressed.
The American Psychiatric Association's (1994) criteria for dysthymia are the individual must exhibit at least two of the following: • Poor appetite or overeating. • Insomnia or hypersomnia. • Low energy or fatigue. • Low self esteem. • Poor concentration or difficulty making decisions. • Feelings of hopelessness.
Individuals with dysthymia are never without symptoms for more than 2 months at a time. No evidence should exist of MDD, or history of manic episodes or psychotic disorder. In addition, the dysthymia should not be a result of substance abuse or a medical condition. Antidepressants and psychotherapy can help these individuals.
BIpolar DIsorder
Bipolar disorder also is known as manic depressive illness. The disorder involves episodes of mania and depression in which the individual swings from being overly high and irritable to sad and hopeless and then back again. These swings in mood usually have normal periods of behavior (Tommasini, 1995) . A manic episode has three or more of the following: 
Criteria for Major Depressive Disorder
• Depressedmood. Individuals look depressed (e.g., appears tearful) and describe being depressed (e.g., feels empty). This is distinguished from being sad, where individuals can lift themselves out of the feeling for periods of time. Irritability instead of depressed mood is observed in adolescents. • Loss of interest or pleasure. Individuals describe feeling little or no pleasure from activities or hobbies they usually have enjoyed in the past. • Loss or gain of weight. Depressed individuals will have lost or gained usually more than 10 pounds in 1 month without purposely trying to lose or gain weight. Weight loss is more common, but some individuals have significantweight gain. • Insomnia or hypersomnia. Insomnia is most common in depression. It may be early, middle, or late insomnia (e.g., with middle insomnia, the individual may be able to fall asleep without problems but may wake up at 2:00 a.m. and be unable to fall back to sleep because of worries about the day).Occasionally, a depressed individual experiences hypersomnia (e.g., sleeping 12 to 14 hours per day). • Psychomotor agitation or retardation. Depressed individuals exhibit either observable psychomotor agitation or retardation. If agitated, they tend to pace or have difficulty sitting still, and are more irritable. Psychomotor retardation is distinguishable because depressed individuals appear to be moving in slow motion, even their verbal responses are slowed. They may haveto think for a momentbefore they can answer questions. The individuals describe this symptom as if the world is in slow motion. • Fatigue. Depressed individuals describe feeling tired all the time. It can be severe enough they lack the energy to do simple tasks (e.g., brushing teeth, bathing, taking out the garbage). • Worthlessness or excessive guilt. Very seriously depressed individuals describe feelings of absolute worthlessness. Often, the individuals feel like less than the "dirt" on the ground. Guilt feelings are expressed by the individuals by being especially self critical or feeling they have let others down. • Difficultyin concentration. Depressed individuals identify situations in which they are having difficulty focusing and completing activities. a markedchange from their usual way of functioning. These tasks can be usual daily activities such as balancing a checkbook or understanding a presentation. Short term memory also is affected. • SUicidal ideations. This is a common feature of depression, especially in moderate or severe depression, in which individuals may have thoughts of suicide or wish they were dead. A common myth held is if you talk about suicide with depressed individuals, they will kill themselves. When depressed individuals talk about suicide or death wishes, they must be taken seriously. It is importantto talk to depressed individuals about these thoughts to assess the potential for suicide. The greatest risk for depressed individuals to commit suicide is after medication treatment begins and the depression begins to lift.The individuals have more energy but still may have the negative thought processes associated with depressed mood.
• Disconnected and racing thoughts.
• Increased sexual desire.
• Markedly increased energy.
• Poor judgment.
• Inappropriate social behavior.
To determine a manic episode, symptoms must last at least 1 week. If hospitalization is necessary, symptoms maY.last any duration in time to diagnose a manic episode. Manic symptoms can be followed abruptly with symptoms ofMDD (Winokur, 1993) .
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Cyclothymia
Cyclothymic disorder involves numerous periods of hypomanic and depressive symptoms for at least 2 years (American Psychiatric Association, 1994) . Cyclothymia is chronic, low level episodes similar to bipolar disorder, just as dysthymia is a chronic low level form of MOD. Individuals experiencing cyclothymia do not meet the criteria for MOD, manic episode, or mixed episode, and they cycle between depression and manic episodes nearly every day during at least a 1 week period.
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Adjustment Disorder With Depressed Mood
For an individual to be diagnosed with adjustment disorder with depressed mood, some significant event must have occurred to cause the individual to become depressed, such as loss of a job. The diagnostic criteria for adjustment disorder with depressed mood include: • Reaction to an identifiable psychosocial stressor within 3 months of the onset of the stressor. • Impairment in occupational functioning or usual social activities or relationships with others. • Symptoms in excess of a normal reaction to the stressor. • Maladaptive reaction persisting for no longer than 6 months (American Psychiatric Association, 1994).
Seasonal Affective Disorder
Seasonal affective disorder (SAD) is a depression disorder somewhat similar to MDD or bipolar disorder, but it differs because the individual craves carbohydrates and experiences an accompanying weight gain. Seasonal affective disorder usually occurs in fall or winter but does not include seasonal stresses (e.g., unemployment in winter) (American Psychiatric Association, 1994; Carlson, 1994) . Surprisingly, full remissions occur at a characteristic time of year, usually the spring. Effective treatment for SAD, but not nonseasonal depression, includes 1 to 2 hours of sitting in front of a tabletop 2,500 lux light box. Individuals sit in front of the light box to read or do other sedentary activities. An effective response of depressive symptom relief has resulted from this approach. If lights are not available or affordable for individuals with SAD, antidepressant medications can be used for an effective response.
Postpartum Depression
The prevalence of depression with postpartum onset is approximately 10% to 15%. However, a prior history of depression places a pregnant woman at higher risk for developing postpartum depression. This disorder frequently requires treatment with antidepressants. After delivery, the woman has difficulty bonding with her baby, feels guilty, and cannot shake the depressed feelings she is experiencing. A conservative approach is to recommend not breast feeding because of antidepressant medication effects on the baby. Of course, this decreases the maternal bonding. Onset of the episode is usually within 4 weeks postpartum (American Psychiatric Association, 1994).
Premenstrual Dysphoria Disorder
Premenstrual dysphoria disorder (PDD) is a controversial disorder, which is a combination of other disorders. Estimates show approximately 75% of women have 530 some mood changes before menstruation, and as many as 50% of women have premenstrual syndrome (PMS). The usual symptoms include mood alteration and psychological effects, such as irritability and nervousness. Fluid retention often is associated with PMS. Of those individuals with PMS, it is estimated approximately 3% to 5% develop PDD. Symptoms present the week before menstruation and disappear within the week after. The cardinal symptoms are irritability and anger. Symptoms include many of those for depression, but the woman feels out of control along with physical symptoms such as breast fullness and pain, headaches, and carbohydrate craving (Berkow, 1992; Eriksson, 1999; Yonkers, 1997) .
ASSOCIATED COMORBIDITY IN DEPRESSION Anxiety
Feelings of restlessness or feelings of being "keyed up," irritability, and worry commonly express anxiety. Estimates show 80% to 90% of individuals with MDD also have anxiety symptoms. One third of individuals with MDD meet criteria for an anxiety disorder, which is usually a panic disorder. Individuals with MDD plus anxiety usually have poorer responses to treatment, poorer social and work functioning, greater likelihood of chronicity, and increased risk for suicide (Kessler, 1995) .
Eating Disorders
Individuals with anorexia nervosa or bulimia nervosa often experience depression and guilt (Mawson, 1974; Wiseman, 1998) . Incidence of depression in eating disorders ranges from 50% to 80% (Devlin, 1989) .
Psychosis
Although individuals with depression often do not have psychotic symptoms, Johnson (1991) found 14% of individuals with depression also experienced psychotic features. The psychosis usually consists of mood congruent delusions or hallucinations and has a more severe course. An increased risk of suicide exists if the individual experiences command hallucinations.
Substance Abuse
Major depressive disorder and bipolar disorder commonly coincide with substance abuse (especially alcohol and cocaine). For example, Regier (1990) described a bipolar disorder group with a substance abuse prevalence of 60.7%. Unfortunately, depressed individuals often use alcohol or street (i.e., over the counter or illegal) drugs as self medication for their depression. This worsens the depressive symptoms, yet provides the individual with a sense of temporary relief. It is important to note depres-AAOHN JOURNAL CE ARTICLE sion can be a consequence of withdrawal, especially after cocaine and amphetamine use (Kessler, 1995) . When tracing the history, it sometimes is difficult to determine if the depression or the substance abuse came first. Clearly, both disorders alter the brain.
Medica/illnesses
1\venty-five percent of individuals with severe, chronic medical illness (e.g., diabetes, cancer, heart disease) develop depression, while 5% of individuals with MDD have another medical condition that caused the depression. Individuals with depression who have had a myocardial infarction are 3.5 times more likely to die than individuals with cardiac conditions without depression (Carlin, 1998) . It also is noteworthy that medications can cause depression, especially antihypertensive medications, calcium channel blockers, beta blockers, analgesics, and some antimigraine medications (Berkow, 1992; Katon, 1990) .
Many medical conditions are associated with depression. Among them are endocrine disorders (e.g., hypothyroidism, hyperparathyroidism, Cushing's disease, diabetes) and neurological disorders (e.g., multiple sclerosis, Parkinson's disease, migraine, epilepsy, encephalitis, brain tumors) (Berkow, 1992; Katon, 1990) .
ATYPICAL DEPRESSION
Occasionally an individual presents with depression but does not exhibit symptoms that meet the criteria of some of the disorders listed in this article. This condition is referred to as atypical depression. Symptoms may include mood reactivity, meaning the mood brightens in response to actual or potential positive events. The individual also must have two or more of the following symptoms (American Psychiatric Association, 1994): • Significant weight gain. • Hypersomnia. • Heavy feelings in the arms or legs. • Long term pattern of interpersonal rejection sensitivity.
Standard depression treatment is often effective in lifting the depressive symptoms.
TREATMENT OPTIONS
AnUdepressant~eatmentReglmens
In Table 2 , the different classes of antidepressants are listed, with generic and trade names, usual dosage, and the most common side effects (Long, 1999; Physicians' Desk Reference, 1998 . Where available, the percent of reported symptoms also are listed. Several key issues are important to consider. First, most antidepressants take 2 to 4 weeks and in some situations as many as 8 weeks before the medications have a therapeutic effect. NOVEMBER 1999,VOL.47, NO. 11 This can be troublesome especially if the individual is seriously depressed, experiencing considerable negative thinking, or experiencing suicidal thoughts. The individual must be monitored closely. Second, the common side effects tend to last several weeks, and they usually disappear or diminish greatly. The exception is dry mouth, which tends to persist. In the case of lithium carbonate for bipolar disorder, side effects must be monitored carefully because therapeutic levels and toxic levels are relatively close. Monthly lithium blood levels should be drawn and monitored after the individual has stabilized on the medication. Last, after clients are placed on antidepressants, research has shown they should continue the medication at least 1 year from the point the symptoms cease to decrease chance for recurrence. Moreover, if antidepressant medications must be discontinued, a gradual tapering is preferred, extending over a 3 to 6 month period to prevent withdrawal symptoms and allow recognition and treatment of recurrent depressive symptoms. After three or more episodes of depression, people should consider taking maintenance doses of antidepressant medications for the rest of their lives (Maixner, 1998) .
Psychotherapy
The most common forms of psychotherapy are listed in Table 3 with their primary foci. Many depressed individuals respond well toa cognitive behavioral approach, which allows them to find new ways of coping with the illness and stops the negative thinking they experience as part of their depression (Beck, 1979) . Individuals have the most positive response when they combine psychotherapy and medications. Medications help control the depression, but unless unresolved issues (e.g., conflicts in relationships) are settled, these individuals risk experiencing depression again. In these cases, psychotherapy makes a considerable difference in the lives of depressed individuals.
An area of research that could help focus psychotherapy is the psychological sense of belonging. Sense of belonging is "the experience of personal involvement in a system or environment so that persons feel themselves to be an integral part of that system or environment" (Hagerty, 1992) . Hagerty (1999) analyzed the impact of a psychological sense of belonging, social support, conflict, and loneliness on depression. The researchers found strong social support played only an indirect role in reducing depressive symptoms. Yet a low sense of belonging, loneliness, and conflict in relationships played a direct role in depression. None of these factors was as important to reduction of depressive symptoms as an increased sense of belonging. 
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Exercise
Exercise has been shown to help resolve depressive symptoms (Ernst, 1998; Steptoe, 1998) . A moderate aerobic fitness program can create a positive fitness change and psychological improvements in depressive symptoms. At 1 year follow up, benefits of fitness change and psychological improvements remained significant over baseline (DiLorenzo, 1999) . It is not uncommon for NOVEMBER 1999,VOL. 47, NO. 11 depressed individuals to resist exercise, usually because of fatigue associated with depression. However, exercise can make positive changes in depression levels.
Electroconvulsive Therapy
Electroconvulsive therapy (EeT) may be used when the individual has a history of ineffective drug response; when there is a need for rapid, definitive response on 533 
Common Forms of Psychotherapy for Depression
Case Management
Case management goals for employees with depression or other psychosocial conditions should be the same as for employees with any health condition. The occupational health nurse should strive to: • Ensure the employee receives quality, cost effective health care. • Communicate with the treating mental health professional to evaluate the treatment plan and determine the either medical or psychiatric grounds; when the risks of other treatment outweigh the risks of ECT; or if it is the individual's preference (Stuart, 1998) . Electroconvulsive therapy is an effective treatment option. It usually is administered three times per week until a therapeutic response is achieved. This takes approximately 6 to 12 treatments, and the most common side effect is temporary memory loss (Antai-Otong, 1995) . Many nurses may have observed ECT when the individual was held down during the induced seizure. Current therapies involve using an inflated blood pressure cuff placed on one ankle and administering drugs to completely relax all muscles except for the foot below the blood pressure cuff. This allows the psychiatrist to observe the seizure activity in the foot without having the individual undergo generalized muscle clonus. The notion of ECT as a barbaric treatment is dispelled with current forms of treatment. Many hospitals and practitioners currently are performing ECT on an outpatient basis.
employee's functional abilities. • Return the employee to work (RTW) as soon as feasible or maintain the employee's at work status.
Monitoring Health Care
Depending on individual circumstances, the occupational health nurse may have difficulty obtaining health information from the employee's health care provider. For example, if the nurse has responsibility for managing the company's disability benefits, a release of information procedure should be in place to assure the nurse has all the necessary health information related to a disability leave. On the other hand, if a third party administers the employee's disability benefits, the nurse may be prohibited from obtaining health information unless the employee signs a consent form for a release of information. If the nurse does not have access to diagnosis and treatment information, case management opportunities are limited significantly.
Despite such barriers, the nurse needs to maintain communication with the employee who is depressed. In many cases, employees are eager to discuss their diagnoses and treatment with the nurse and seek advice. This presents an opportunity for the nurse to assess quality of care on a limited basis and make suggestions about health care options as appropriate. In many situations, employees are willing to give the nurse permission to communicate with the treating health care providers if necessary. This enhances the ability of the nurse to provide optimal case management.
Information related to treatment for depression to help monitor health care treatment and assure the employee is receiving appropriate quality health care has been presented throughout this article. An additional case management tool for occupational health nurses to use with depressed employees is the AHCPR guidelines for Depression in Primary Care (Depression Guideline Panel, 1993a , 1993b .
If "red flags" are apparent (see Table 4 ), nurses should use appropriate available strategies to resolve the issue. For example, a second opinion with a qualified mental health professional (e.g., advanced practice psychiatric-mental health nurse, psychologist, social worker, psychiatrist) or evaluation by the EAP counselor may be indicated if the employee's symptoms do not warrant a diagnosis of MOD.
If a non mental health care provider is treating an employee unsuccessfully for depression or another mental health condition, the nurse should facilitate referral to a mental health specialist, if possible. In some cases, the employee may be eligible for counseling through the
Primary Focus
Based on one's past experiences Disturbed social and personal relationships Activity scheduling, self control, social skills, and problem solving Modification of irrational beliefs and distorted attitudes Early detection of depression is critical. The occupational health nurse has a unique opportunity to assist employees who have not sought treatment for the condition. Because only approximately 15% of people with depression seek treatment, often because they do not recognize the symptoms, the nurse is in a unique position to assess the depressive symptoms when first detected. However, it is important for the nurse to show concern about what the employee is experiencing, explain the physiological causes of depression, and offer an optimistic picture of successful treatment.
Type of Psychotherapy
Another important role for the occupational health nurse is to help monitor effects of psychotropic medications. As shown in Table 2 , side effects are common with antidepressants, and some employees may have difficulty adhering to the prescribed regimen. The nurse can maintain frequent contact with employees to ensure they are staying on prescribed medications. In addition, the nurse can recommend employees consult their health care providers about trying another antidepressant in the class or another class of medications if side effects cause too many problems. Often the employee simply needs to understand the medication is causing the unusual symptoms and the side effects will diminish, if not completely resolve, within 2 weeks.
Work Readiness
Maintaining work status for an employee with depression or other mental health condition may present some unique challenges. It is common for individuals with depression to experience a decline in job performance. Many individuals struggle with depression for long periods of time before seeking professional help. In many situations, supervisors often are relieved when these employees are placed on disability leave. It may postpone or eliminate the need to confront job performance issues. As a result of suboptimal job performance, the supervisor may be uncooperative with RTW planning.
When trying to determine whether the employee is capable of working, a primary consideration must be the employee's functional status related to job duties. For example, if the employee is sleep deprived or drowsy from medication, it is dangerous for that individual to work near moving equipment. If the job requires high level cognitive skills and the depression causes difficulty with concentration and short term memory, the employee likely will become more frustrated by an inability to stay on task when the job demands analytical work. If tempo-NOVEMBER 1999. VOL. 47, NO. 11 rary job modifications are needed to keep the employee at work or to facilitate RTW, the altered job tasks also must be aligned with the employee's functional abilities.
Functional impairment may result from health care treatment or the condition itself. Some functional considerations when setting work goals for employees with depression include: • Fatigue or drowsiness. • Difficulty concentrating. • Psychomotor agitation or retardation. • Muscle weakness. • Agitation. • Tremors.
The occupational health nurse should send the health care provider a copy of the employee's regular or temporary job description anytime there is a concern about the employee's ability to work. Questions to the health care provider must be as specific as possible and directly relate to the individual's work ability. The following examples may be useful when it appears the employee is not making progress in returning to work: • "What is the current treatment plan, and how is the plan directly related to preparing the employee to return to work?" • "What criteria are you using to determine readiness to work?" • "What are the specific reasons this employee cannot return to work at this time?"
The nurse should involve the employee's supervisor in plans to accommodate the employee temporarily if required and should involve the employee with RTW planning. The nurse must maintain confidentiality when discussing the employee's health condition with the supervisor. By focusing on the employee's functional abilities, it is easier to avoid discussion of confidential health information.
RESOURCES
Numerous organizations can assist depressed individuals and their families. Such organizations as the National Depressive and Manic Depressive Association (DMDA) or the Depressive and Related Affective Disorders Association (DRADA), the National Mental Health Association, and the National Alliance for the Mentally III are appropriate referral organizations. Alcoholic Anonymous, ALANON and ALATEEN, and Narcotics Anonymous can be valuable if the depressed individuals also are experiencing substance abuse.
